Introduction Background
COPD is a global health issue and the fourth-leading cause of death worldwide, with morbidity and mortality predicted to rise in coming years. [1] [2] [3] [4] COPD exacerbations can result in increased health care utilization and significant burden to the individual. [4] [5] [6] Self-management has been defined as the systematic provision of supportive interventions designed to increase patients' skills in decision making, problem solving, utilizing resources, and taking action.
1,7-10 Self-management is an integral part of good practice models in chronic disease management, as it seeks to enhance patient confidence, health, and well-being while reducing health care utilization. [11] [12] [13] [14] [15] [16] [17] [18] In light of the growing burden of COPD, there is increasing focus
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Young et al on the role of self-management within this population, enhanced by a growing body of evidence advocating its benefits; however, the precise format and structure of selfmanagement is inconsistent. 4, 6, [19] [20] [21] [22] [23] Heterogeneity exists between COPD self-management interventions, and there is a lack of guidance on what components form essential prerequisites. This may create confusion for patients, nurses, and allied health professionals (AHPs), and consequently some self-management studies report little impact or negative outcomes. 1, 5, [24] [25] [26] 27 The delivery of selfmanagement requires a skilled and knowledgeable practitioner to best enable collaborative working and the acquisition of skills by the patient. 28, 29 Confidence in this practitioner has been shown to be important in COPD care, but there has been little focus on the role of the nurses and AHPs in the implementation of self-management for COPD. 28 
Challenges to self-management
The chronic care model highlights that self-management implementation requires investment in professional development, yet there is a lack of specialist training and education available specifically for COPD. 9, 11, 30 This absence leaves self-management support very dependent upon nurses' and AHPs' existing perceptions and knowledge. 31 Although these perceptions have been described across other chronic disease groups, to our knowledge only one small survey study has been conducted with nurses working with COPD patients. [7] [8] [9] 14, 16, [28] [29] [30] [32] [33] [34] [35] [36] This study highlights a wide variety of definitions of self-management, as well as a number of limitations to self-management delivery. 36 No in-depth qualitative studies have specifically explored nurses' and AHPs' understanding of self-management for COPD or their perceptions of the challenges to providing such care. Given that COPD follows an uncertain disease trajectory, and that patients can feel guilty about the often self-inflicted nature of the disease and embarrassed about symptoms, such a study is particularly timely. 28, 29, [37] [38] [39] The purpose of this study was to explore nurses' and AHPs' understanding of self-management for COPD, as well as their perceptions of the challenges to providing such care. Understanding these views is an important step toward enhancing COPD self-management implementation and training. A qualitative methodology utilizing a phenomenological approach was employed, as the aim of this study was to explore the lived experience of nurses' and AHPs' supporting COPD self-management and their perceptions of the challenges to providing such care.
Materials and methods ethical approval and consent
Design and setting
Face-to-face semistructured interviews lasting 35-90 minutes were used to explore participants' views in depth. The interview schedule included open-ended questions and probes, the development of which was informed by a thorough literature review and the research team's experience of supporting self-management. Example interview questions are included in Figure 1 . Initial interviews acted as pilots. Interviews were conducted in a private setting within the participants' workplace by a research physiotherapist (VLJW) who was unknown to the participants, to allow them to speak freely.
sample
A convenience sample of nurses and AHPs (physiotherapists and an occupational therapist) from primary, community, and secondary care settings were recruited via National Health Service (NHS) primary care trust websites, poster advertisements, and mail-outs to practice managers. These participants were all currently or recently (within the last year) working with COPD patients, and might reasonably have been supporting them with self-management as part of their role. Neither primary nor secondary care physicians were included in the study sample, because they are unlikely to deliver structured self-management interventions in a UK health care setting. From a pool of interested nurses and AHPs, purposeful nonprobability sampling was utilized to select participants with a wide diversity of views, using a variety of different criteria (Table 1) . Sampling occurred until data saturation was achieved, ie, no new insights or information were gathered. 40 
Data analysis
All data were audio-recorded and professionally transcribed verbatim. Field notes were also subject to analysis. NVivo software (version 9; QSR International, Doncaster, VIC, Australia) was used to manage all data.
Thematic analysis was selected as the means of data analysis, because it allows for the systematic organization of data and enables explicit and implicit constructs within the participants' accounts to be linked into comprehensive a account that encapsulates participants' experiences. This is of particular relevance to qualitative work that may help to inform policy and practice development. 41 Three researchers who were AHPs with extensive experience in self-management, COPD, and qualitative research (HMLY, SLH, and LDA) independently familiarized themselves with the data and generated initial codes inductively from the data and identified themes. 41 These themes were reviewed and defined collectively by the whole research team, who moved back and forth between stages as new themes emerged and relationships were recognized. 41 Reliability was ensured through continuous discussion about the data with the wider multidisciplinary research team. Consensus meetings were utilized to ensure agreement over emergent themes.
Results
A total of 35 nurses and AHPs received information regarding the study. Fourteen agreed to participate, from a group of 18 who initially expressed interest. Of the four who did not take part, two were unable to attend and two were not eligible for the study. Participant characteristics are summarized in Table 1 . None of the participants had undertaken specific self-management training with respect to COPD.
emergent themes
Analysis of the data resulted in two larger themes representing nurses' and AHPs' understanding and delivery of self-management and perceived challenges to supporting selfmanagement. These are described further with relevant subthemes: 1) understanding and delivery of self-management (education, behavior change, collaboration, other skills), and 2) challenges and barriers to self-management (time, experience, patients).
nurses and allied health professionals' understanding and delivery of supported self-management: misunderstood and variable All nurses and AHPs recognized the importance of selfmanagement in the care of their patients, as it primarily allowed them to utilize their limited time effectively. Despite this, it was clear that there were misunderstandings regarding self-management, and participants gave a wide spectrum of different definitions.
Many participants spoke of referral to pulmonary rehabilitation (PR) when asked about the self-management support that they provided to COPD patients. Participants described how supporting self-management was not always integral to their daily practice, and thus referral to PR became an alternative. See Table 2 for example quotations. Two practice nurses expressed deep frustration at not being able to directly address patients' self-management needs, while others had actively taken steps to allow them to assist with supporting self-management within the constraints of their role.
education Perceptions of the delivery of self-management in practice also varied. All nurses and AHPs considered education to be a key element, and felt that their patient's knowledge was directly related to accurate symptom interpretation and speedier engagement with health care services. Education was delivered to patients verbally, and aimed primarily to encourage compliance, particularly in relation to medications 
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Behavior change Nurses and AHPs described feeling powerless to address the behavior change they viewed as another key part of self-management. Some participants assumed that increased knowledge via the provision of facts and information would automatically encourage health-behavior change. Participants felt that it was difficult to assess a patient's readiness to change. Most were hesitant about approaching patients they viewed as resistant or ambivalent. They struggled to identify management strategies for these patients and to assess whether these were effective. Only one professional was using motivational interviewing, a patient-centered counseling approach to enhance motivation to change and explore ambivalence. 42, 43 See Table 3 for example quotations.
Collaboration
Three participants described working collaboratively with their patients, which was primarily achieved by developing a rapport. They believed this rapport encouraged honesty and helped the professional to tailor their support. Despite this, the majority of the nurses and AHPs still set the agenda for their consultations, provided patients with solutions to their problems (as perceived by the professional), and "gave" them self-management skills. See Table 3 for example quotations.
Other self-management skills To a much lesser extent, participants described using other self-management techniques in practice. Goal setting was considered valuable in helping motivate and encourage patients, yet nurses in particular were unfamiliar with structured goal setting. Only three participants felt it important to help patients access and utilize other health care resources. Action planning for acute exacerbation was similarly underutilized, although participants were aware of the potential benefits of these plans. See Table 3 for example quotations.
Challenges and barriers to supported self-management Time
The greatest perceived challenge to the provision of selfmanagement support to COPD patients in practice was lack of time, exacerbated by the need to prioritize other tasks. Other activities, particularly achieving the Quality and Outcomes We provide them with information, with the leaflets we have. [They include] practical things about managing breathlessness, trying to save their energy, being aware of when they're becoming breathless … making sure they're taking their medication (occupational therapist) I tend to [give education] one to one, and then I back it up with booklets. I've got one at the moment that I give out. I talk to people about the fact that it covers all the ranges of COPD and you know a lot of the stuff might not apply, so not to get concerned by it. The most important thing is that you actually don't just hand it over: you go through it with them so they understand where the benefits are; otherwise, the risk is it gets taken home and stuck in a drawer somewhere and never used (practice nurse) For patients, education is very generic: we cover everything really. The main things that we look at [are] quality of life and prevention of exacerbations. We obviously talk a lot around inhalers, the benefits that inhalers give, such as preventing exacerbations, why things such as nebulizers aren't always the answer; you know, recognizing exacerbations, managing flare-ups, and knowing when to call upon other people (community respiratory nurse)
There's a lot of little handouts we give out, and just the "I've not read it", "Oh, it got covered in water", or "I've lost it", you know, "Oh, another leaflet …". Maybe that's not the best way (physiotherapist)
Behavior change If they understand about their health and what they need to do to improve, that encourages them, doesn't it? (practice nurse) You try and encourage them, you make your recommendations … but you can't force people to do things … I will give them the information, and I think that's all you can do (occupational therapist) sometimes, you think [the patient] didn't take anything on board, and then you meet them 12 months later and they say "Oh, by the way, I stopped smoking", or unfortunately, the other extreme is that you keep seeing them in hospital (respiratory nurse) Its hard to judge [how many patients change behavior in relation to smoking]. I feel they take it on when they're sitting next to me -they will listen, nod, and agree -but its hard to judge that really (practice nurse)
If they haven't done any exercise for a long time, it's quite a big change of mindset, trying to break down that vicious cycle of not wanting to do any exercise 'cos it makes them breathless can be a problem (physiotherapist) Collaboration I think a lot of the time, the sputum can be addressed quite quickly, and then we get on and discussing the main [things], like activity, health promotion, and support (community respiratory nurse) giving people strategies to be able to recognize when their disease is changing or if they're becoming unwell with an infection and strategies to deal with that (physiotherapist)
Other skills I haven't got experience of setting goals in a structured way … but that would be something that [is] part of what we do … (community respiratory nurse) no, I don't use an action plan at the moment. I think there is a need for it … it would be nice to have something formal that you could send out with them … (practice nurse)
Abbreviation: ahPs, allied health professionals.
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Framework indicators, were often prioritized. See Table 4 for example quotations.
experience Eleven participants felt that their professional knowledge alone ensured the skills and competence to support COPD patients to self-manage. Consequently, the majority of nurses and AHPs, when this was explored further, were often not consciously aware of any personal learning needs regarding self-management, although the learning needs of more junior staff were identified. Despite this, three participants identified that greater experience and levels of specialism may create difficulties communicating with patients, and sharing "control" with patients. Another participant outlined some of the selfmanagement advice that she had picked up through her practice, which highlights a lack of standardization in the self-management support and education provided to patients. This has the potential to lead to inconsistent messages provided to patients across health care settings. See Table 4 for example quotations.
Patients
The provision of self-management support in practice was further influenced by participants' assumptions about a patient's ability to self-manage. Older patients were seen as less confident, unmotivated, and having greater potential for cognitive deficits that could impede self-management. Five participants also felt that older patients preferred to defer responsibility for managing their condition to the professional, as well as enjoying the social interaction offered by regular visits to health care services. Older COPD patients were viewed as less likely to regard their symptoms as deviant from the normal aging process, and thus less likely to engage in activities aimed at addressing them.
Self-management was also believed to be culturally less acceptable to patients from ethnic minority backgrounds, and yet participants did not specify what these barriers might entail. Practical issues, such as language barriers, also made collaboration and education more difficult. These assumptions appeared to influence the amount and type of support that these groups of patients were given. See Table 4 for example quotations.
Discussion
Main findings
This study is the first to examine nurses' and AHPs' perceptions of self-management specifically in relation to COPD, and our findings have important implications for both the . I just cannot picture her being motivated to act …" (respiratory research nurse) "There are some people [whose] visits to the surgery are something of a social occasion, and they enjoy coming in and they like to hand it over to you" (nurse practitioner) "I think the older generation tend to put things down to age. It becomes an excuse sometimes" (practice nurse) "One of the issues was around the ethnic patients and the problems that we used to have [with] cultural issues …" (respiratory nurse) There's a lack of english language in this area … they're just not very keen … and I think it's because of the language barrier (practice nurse)
Abbreviations: QOF, Quality and Outcomes Framework; MrC, Medical research Council; ahP, allied health professional.
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nurses' and ahPs' perceptions of COPD self-management implementation of self-management within clinical practice and professional education. Although very mixed views about self-management existed, in general it was seen as an important way to utilize limited resources efficiently while empowering patients. There was explicit lack of coherence about how to support self-management, which created variation in practice. There are also a number of practical barriers and professional assumptions that appear to influence selfmanagement implementation negatively. Self-management is shrouded in confusion for professionals working in clinical practice, and the term is often rather curiously used synonymously with PR. This variation is perhaps unsurprising, given that research designed to evaluate self-management has shown large variation in content, follow-up, and outcome measures used. PR includes patient education, psychological support, and behavior modification designed to enhance self-management, but is distinct in that it also provides opportunities for social interaction and supervised exercise. 24 PR is often only offered at the latter stages of COPD, can be resource-and time-intensive, and may not be appropriate or readily available for many patients. 14, 24 limitations Although the interviews provided a great deal of rich data, the study was not without its limitations. The sample of nurses and AHPs recruited for the study were all female, predominantly of white British background. While the sex and ethnicity bias reflects the general trends within the UK health service workforce, we cannot be certain whether the viewpoints of participants in this study would be shared by male participants and those from other ethnic backgrounds. We did not confirm whether participants had in fact received formal training for self-management in any other long-term condition. Interestingly, this was not identified by any participants, suggesting that no relevant training that may have influenced their knowledge and skills in relation to COPD self-management had been received.
Interpretation of findings in relation to previous work
This study demonstrates that increasing patient knowledge was viewed by participants as a key element of self-management, sufficient to ensure behavior change, while other elements were marginalized, due to lack of time, awareness, and professional confidence. Nurses and AHPs have difficulty detaching themselves from traditional health education models that encourage them to provide information based on their interpretation of the impact of the disease for the patient. 30, 32, 35, [44] [45] [46] [47] Delivered alone, such education has little impact upon patient behavior across a spectrum of chronic diseases, including COPD, as it fails to consider patients' self-efficacy and the importance they place upon behavior change. 1, 3, 18, 20, 28, 29, 36, [46] [47] [48] Self-management support requires nurses and AHPs to regard their expertise as complementary to that of the patients in managing their disease within the context of their life. 4, 7, 8, 10, 14, 16, 24, 28, 42, 43, [49] [50] [51] [52] Despite this, our study and others highlight that nurses and AHPs often facilitate collaboration solely through the development of a good rapport with the patient. 18 The resultant partnership work is often superficial, as many of the professionals still sought to lead consultations and viewed patients' failure to comply with their advice as evidence of the individuals' inability to self-manage. These assumptions may block patients' attempts to become more autonomous, perpetuating passivity. [13] [14] [15] [16] [17] 32, 33, 44, 50 This study highlights the fact that the nurses and AHPs base their current self-management practices upon knowledge and skills developed through practice and experience rather than formal training, and that most are not aware of any education needs. This is supported by a study evaluating a self-management training program that concluded that many professionals felt they already possessed the necessary skills and knowledge to deliver self-management support. 35 This represents a significant barrier to the delivery of training to nurses and AHPs, as professional experience alone has been found to be insufficient preparation to deliver self-management in other chronic diseases and leads to the selective use of strategies that may be ineffective or inappropriate. 16, 18, 31, 33, 52 Structured training forms a standard part of the delivery of some self-management interventions in other long-term conditions (eg, the DESMOND [Diabetes Education and Self Management for Ongoing and Newly Diagnosed] program for diabetes), and a similar approach appears warranted in COPD care.
Previous qualitative literature has demonstrated how nurses and AHPs use judgments about patients to predict their likely behavior and thus guide patient interactions and care. [53] [54] [55] More recent studies have also shown that judgments are also made in relation to patient's ability to self-manage, although this has not previously been demonstrated in COPD. 47 Our work indicates that these extend to the belief that older and ethnic minority patients are less able to undertake self-management. 31 
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A recent Cochrane review indicates clear benefit of self-management interventions, and thus should be internationally endorsed. The trials are heterogeneous, and range from a complex supervised intervention over several months to far-briefer interventions. 1 The training of the staff supporting these interventions is rarely described. A rigorous international effort to define the competence of staff to deliver effective self-management may be required. A recent self-management trial was terminated prematurely, because of concerns over a detrimental effect of the intervention; the reasons behind the excess mortality in the intervention group are unclear, the data suggested the intervention had not altered the behaviors of the group, and one might argue that more staff training might be required firstly to identify those participants that might be successful self-managers, as intimated by the study by Bucknall et al. 26 Time limitations and the prioritization of other duties are also barriers that frustrate nurses and AHPs trying to support self-management. Similar challenges have been highlighted in other self-management studies, and include practical constraints, such as inflexible health care infrastructures, excessive workload, and lack of privacy and continuity of care. 2, 13, 30, 35, 36, 44, 45, 51, 56 These barriers appear to encourage nurses and AHPs to enforce compliance, make decisions for patients, and offer solutions to their problems, reducing the effectiveness of self-management support. These barriers need to be carefully considered in the design of services and interventions if self-management implementation is to be effective. 17 Implications for future research, policy, and practice
As the burden of chronic disease grows, the importance of supported self-management is consistently acknowledged, yet the workforce seems ill-prepared to support patients with COPD. There is a need to develop guidance that clarifies how it should be delivered, together with the professional competence and quality-assurance standards that have driven up the quality of self-management support in other chronic diseases, such as diabetes. 18, 52 The requirements to support individuals with COPD to self-manage their disease effectively is irrespective of the mode of delivery. A number of different approaches and technologies have been tested to support self-management in COPD, with disappointing results. 26, 57, 58 We may speculate that more training is required for the health care practitioner and the individual with COPD to manage the burden of the disease effectively and achieve important lifestyle changes. Our work also suggests that as well as guidance and training in self-management skills, nurses and AHPs may also benefit from education that challenges the assumptions they may make about patients' abilities to self-manage, and future research should focus upon developing and testing such educational programs.
Conclusion
Self-management is valued by nurses and AHPs and believed to be important, yet there is misunderstanding about what it entails. There were also practical challenges and professional assumptions made about the ability of COPD patients to selfmanage, all of which led to further variation in support.
Nurses and AHPs were ill-equipped to support selfmanagement, and there was wide variation described in the self-management support for COPD patients in daily practice. These problems may be addressed by clearer guidance for the implementation of self-management in COPD and professional training that addresses both nurses' and AHPs' skills and challenges their attitudes. Careful thought also needs to be given to the design of existing services so that more time is allowed to accommodate self-management for COPD within primary care where multiple conflicting priorities may exist.
